unexplained physical symptoms. Their symptoms are more severe; they have poor functioning and tend not to improve over time. There is some evidence that less experienced clinicians and those with poorer psychosocial orientation experience a greater percentage of encounters as difficult. Both parties in these encounters emerge unsatisfied and short-term outcomes are poor.
There are numerous reasons why clinicians feel this way, including discomfort with diagnostic uncertainty, inadequate training in managing these patients and frustration at not being able to help their patients improve. This frustration at lack of definite diagnosis, for both patients and providers, has led to creation of a number of symptom syndromes, such as chronic fatigue syndrome, irritable bowel syndrome, fibromyalgia syndrome, chronic pelvic pain syndrome. Aaron studied these symptom syndromes and demonstrated a great deal of overlap between them 5 . All tend to have numerous, persistent unexplained symptoms with poor functioning and respond poorly to medical intervention. There is also evidence of a physiological cause for some of the problems. Functional MRI studies have found increased activity in areas of the brain that attend to symptoms, a reflection of potential hypervigilance 6 . Everyone, upon reflection and self-examination, can find a litany of symptoms at any given moment. Most of us ignore the daily aches and pains of life. Patients with symptom syndromes may be biologically vigilant of these issues. Other studies have found that patients with these symptom syndromes also experience stimuli as painful at lower thresholds. 7 Patients with irritable bowel syndrome report pain at lower rectal balloon inflation pressures, and those with fibromyalgia experience skin stimuli to be painful at lower pressures. It is interesting to speculate on common underlying biological mechanisms that then manifest themselves differently in particular individuals. Patients with more gastrointestinal predominant symptoms may be labeled as having irritable bowel syndrome, others with more myalgias receive fibromyalgia as a diagnosis, yet others with predominant fatigue are told they have chronic fatigue syndrome. While these patients have been given labels that distinguish their symptoms, they may have common underlying biological processes.
Most patients with persistent symptoms do no meet criteria for any of the DSM-IV somatization disorders. This has prompted the creation of a new diagnosis, multisomatoform disorder 8 . To have multisomatoform disorder, patients must have three or more unexplained symptoms that have persisted 2 years. About 8% of patients in primary care meet these criteria 9 . The majority have comorbid depression, which may explain some of the limited efficacy for antidepressants in patients with symptom syndromes. Nearly all patients with medically unexplained symptoms, particularly those who evoke a visceral response from clinicians will have multisomatoform disorder. Despite these efforts to refine the nomenclature regarding these patients, questions still remain. Are some labels more acceptable to patients or clinicians than others? Would one particular label be more useful in fostering patient-clinician dialogue? It seems clinicians perceive better acceptance among their patients for irritable bowel syndrome or fibromyalgia than multisomatoform disorder or other psychiatric diagnosis. Studies have shown that communication in "difficult" encounters is generally poor. Part of the problem may be that patients with medically unexplained symptoms are a heterogeneous group. Some are seeking a diagnosis, others confirmation of their own models of illness which may vary from largely biological ("I have arthritis") to psychosocial ("I have stress in my life"). Identifying the specific patient's expectations for the consultation and belief about their illness can be difficult. Patients commonly have a "hidden agenda" that they may not readily share with their clinician. Salmon's study in this issue of JGIM suggests that patient desires may be inferred from the content of their talk. While this may be a starting point, other studies of patient-doctor communication suggest that patients are passive; it is not always obvious what they are seeking from medical encounters, even when directly asked by their clinician. 10 What is needed is an easy method for clinicians to readily identify what patients are seeking from
JGIM
The opinions reflected in this editorial are those of the authors and should not be construed, in any manner to reflect those of the US Army or the Department of Defense. Published Online March 3, 2009 their visit. The dissonance between clinician perspectives of patient desires and actual patient desires contributes to encounter difficulty.
Clinicians are often hesitant to engage in psychosocial talk, because they feel patients are reluctant to explore this dimension of their symptom experience. In the absence of open dialogue, clinicians make assumptions about what patients' desire. One assumption is that patients are seeking definitive diagnosis and treatment. This resonates with primary care clinician's self-image as diagnosticians and healers. Clinicians live with uncertainty, but lurking in every clinician's mind is the possibility that they may have missed something. Many rare diagnoses have common and vague symptoms. When can diagnostic testing be deferred? In Salmon's study, patients provided cues in their conversation about their unstated and implicit desires. 11 Patients who reported seeking emotional support engaged in more talk about psychosocial aspects of their problem. Patients seeking explanations suggested more physical explanations, though in either case, patients were rarely explicit in communicating their desires. It is unfortunate that clinicians and patients are left to swim in a sea of uncertain communication.
Peter's article in this issue of JGIM provides some clarification about why patients are hesitant to be explicit 12 .
Patients have complex models of their own symptom experience and are reluctant to have this model oversimplified. While they are willing to admit a psychosocial component to their illness, they fear that clinicians will exclusively focus on this dimension, both for the current symptom and for future symptoms. Clinicians can overcome this barrier by working with the patient to acknowledge and address the psychosocial aspects of the patient experience, while also keeping this in balance with other aspects of patient care. Several teaching aids have been devised to assist clinicians in dealing with psychosocial aspects of medicine, including "NURSE" and "BATHE" and "reattribution." Reattribution is a structured consultation delivered by general practitioners to provide psychological explanations to patients with multiple unexplained symptoms. All of these techniques attempt to improve physician communication with patients regarding the meaning and experience of their symptoms, with the goal of shifting focus of care from cure to coping. When rigorously studied, they improve patient satisfaction and clinician comfort in managing patients with medically unexplained symptoms. 13 Uniformly, they have little or only modest impact on various measures of symptom related health.
14 What is effective for treating symptoms in these patients? Pharmacological management of patients with medically unexplained symptoms centers on symptomatic treatment and anti-depressants. Even though numerous studies have suggested that patients with medically unexplained symptoms are not always seeking a prescription, most receive one. The effectiveness of symptomatic treatment has rarely been studied, but most studies suggest only minimal benefit. 15 Anti-depressants have been used for numerous symptoms syndromes 16 . Most have minimal to modest effect on the underlying symptom and most studies are relatively short in duration, it is uncertain whether this efficacy will persist over time. Since many patients with symptom syndromes develop depression, monitoring and treating depression is appropriate. Unfortunately, treating depression improves depressive symptoms; effects on concomitant physical symptoms have been disappointing. On the other hand, cognitive behavior therapy (CBT) has been demonstrated to be effective for numerous symptoms 17 , and many common management strategies have components of CBT built in. In order to move to this level of management, patients have to accept this shift in treatment goal from diagnosis and cure to amelioration and coping. In the absence of making a diagnosis and prescribing definitive treatment, managing patients with medically unexplained symptoms becomes a task of negotiating clinician and patient expectations. Effective communication is paramount, but can be more difficult in these patient interactions. Patient centered strategies offer a framework for approaching this communication challenge and with practice can reduce clinician discomfort with such patients and provide a management strategy. These strategies seek to build a dialogue between patients and clinicians regarding their experience of symptoms, acknowledging and addressing both physical and psychological aspects. Exploring the psychosocial domain can be enriching and satisfying for both clinicians and patients. Over time, a balance needs to be struck between attributing new symptoms to psychosocial causes and exploring potential biologic ones. In practice, performing a careful history and physical examination and limiting additional diagnostic tests to those indicated by history and physical findings can reassure patients that their complaints will receive careful attention and not be dismissed. Patient-doctor communication is a vital cornerstone for any successful patient interaction, particularly among patients with medically unexplained symptoms. In an atmosphere of mutual trust and respect, "difficult" patient encounters can be transformed to richly satisfying ones for both patients and clinicians.
